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malnutrition, e.g. the cachexia of malignant disease, and it is often a
distinct feature in pernicious ansemia. The changes are of the same
nature as in the previous form, viz. atrophy of the alveolar walls,
and confluence of air vesicles; they are, however, not the result of
over stretching, but of imperfect nourishment. The change is thus a
primarily atrophic one. The lungs do not become increased in size;
on the contrary, they are usually smaller and tend to collapse when
the chest is opened post mortem. The emphysema is widespread as
a rule, but is of finer character than the ordinary form ; the affected
tissue is soft and silky to the touch and there are no large projecting,
bullse. This form usually does not lead to hypertrophy of the right
heart, either because the diminished vascular area is sufficient for the
needs of the body in the conditions in which the atrophic emphysema
develops, or because these conditions interfere with the occurrence of
cardiac hypertrophy.
IOTEBSTITIAL EMPHYSEMA. In this form the air is in the lym-
phatics of the supporting tissue of the lungs, and spreads along them.
For its occurrence some laceration of the lung substance is necessary,
and this may take place in two kinds of conditions, namely, (a) over-
distension of the air vesicles, such as is present in severe coughing
and in dyspnoea with forced inspiration, and (&) traumatic laceration
of the lung tissue, produced by a portion of fractured rib or by a
perforating wound. Interstitial emphysema, due to rupture of the
alveolar walls from over-distension, is much commoner in children
than in adults, and is met with in such conditions as whooping-cough,
capillary bronchitis, and especially diphtheria of the larynx and
trachea. There seems to be little doubt that the alveolar walls give
way as the result of over-expansion during forced inspiration. The air
is seen in the form of small bead-like collections or bullfie, usually not
larger than small peas, which tend to form especially along the lines
of junction of the inter-lobular septa with the pleura, thus producing
a sort of reticulated arrangement on the pleural surfaces (Fig. 256).
When the air is abundant, it passes by the lymphatics to the root of
the lungs, and in exceptional cases it may extend even to the tissues
at the root of the neck and lead to subcutaneous emphysema. Occa-
sionally in interstitial emphysema a bulla may rupture and give rise
to pneumothorax (p. 443). In traumatic emphysema the air follows
a* similar course, and here again there may be extension to the chest
wall. We may add that we have seen interstitial emphysema as
the result of severe injury to the body where there has been no fracture
of ribs or wound of the lungs.
Collapse. A distinction is usually drawn between two varieties
of collapse, namely a congenital and an acquired. The congenital form
is really due to non-expansion of the lung tissue, and then the term
atelecfasis is properly applied, though it is sometimes used loosely to
indicate all forms of collapse. Non-expansion of the lung tissue
oecors to a varying extent, especially in poorly nourished infants,